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The Citizens’ Health Care Working Group

Our Mission:

Provide for a nationwide public debate 

about improving the health care system 

to provide every American with the ability 

to obtain quality, affordable health care coverage. 

Provide for a vote by Congress 

on the recommendations that result from the debate.



O ur health care system offers excellent
care to many Americans but it faces many

challenges. Many of us can’t get health care
that we need.  One in seven of us has no
health insurance.  Others have limited cover-
age that may not include some important serv-
ices or may require high out-of-pocket pay-
ments before coverage kicks in.  The health
care we do get varies in quality.  And everyone
knows that health care costs are a major con-
cern for families, employers, and government.

The Citizens’ Health Care Working Group was
formed to host a national conversation about
our health care system. We want to start the
discussion now.  Please read this booklet and
get comfortable with the key facts and issues.
Then join the discussion.

WHO WE ARE. WHAT WE ARE DOING.
In 2003, Congress passed a law saying: “In
order to improve the health care system, the
American public must engage in an informed
national public debate to make choices about
the services they want covered, what health
care coverage they want, and how they are
willing to pay for coverage.”  That law created
the Citizens’ Health Care Working Group and
we were appointed to it February 28, 2005.
We plan to submit our recommendations to
the President and Congress at the end of
September 2006. 

Congress is asking us to work with you to
answer four questions1:

• What health care benefits and services
should be provided?

• How does the American public want health
care delivered?

• How should health care coverage be
financed?

• What tradeoffs are the American public will-
ing to make in either benefits or financing to
ensure access to affordable, high quality
health care coverage and services?

HERE’S WHAT WE’VE DONE SO FAR.
We issued “The Health Report to the American
People,” which provides information on the
current health care system in this country.
The report serves as a starting point for this
guide and our conversation with you.

We held hearings in several communities across
the country and heard from many experts. We
went to Arlington, Virginia; Jackson, Mississippi;
Salt Lake City, Utah; Houston, Texas; Boston,
Massachusetts; and Portland, Oregon. 

The report and transcripts from these meet-
ings are available on our website:  
www.citizenshealthcare.gov.

NOW WE WANT TO HEAR FROM YOU.  
Your participation in this meeting is important.
What you tell us will help us make recommen-
dations to the President and Congress.
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We Need Your Help to Make 
HEALTH CARE THAT WORKS FOR ALL AMERICANS

1 Public Law 108-173, Sec. 1014.



INTRODUCTION:  HEALTH CARE AND
HEALTH INSURANCE IN AMERICA

Every American needs health care services—for
routine check-ups and preventive care, for treat-
ing chronic conditions, for receiving urgent care
for serious injuries or illnesses, and for helping
us live comfortably in our last days of life.  In
general, our need for health care increases as

we age, but we are all at risk for needing critical
and expensive care.

We get our care in a system that is large and
complex.  Health services are provided by doc-
tors, nurses, and other health care profession-
als in an array of settings, such as hospitals,
doctors’ offices, long term care and rehabilita-
tion facilities, and at home.  We use a lot of pre-
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Our need for health services and the need for insurance to cover the costs of this care 
vary a lot and change over the course of our lives.

• In any given year, close to 50% of all
health care spending pays for the care
received by only 5% of the population.
Any of us can experience illnesses or
injuries that require serious medical
attention at any time.  These unexpect-
ed events can be very expensive.
Hospital charges alone can top
$100,000 for these cases. 

• In 2004, almost half of all people in the
United States had a chronic condition
that ranged from mild to severe.  Health
care for people with chronic diseases

accounts for 75% of our total health
care costs. Managing these illnesses
can be expensive. For example, in 2002,
people with diabetes spent, on average,
$13,243 on health care bills.

• As we age, our health care needs
increase, beginning around age 55. On
average, half of all the money spent on
our health care will be for care we get after
we turn 65. Health care costs for people
ages 76 to 84 average about $8,000
every year, almost eight times as much as
for children between 1 and 5 years old.

Source: U.S. Department of Health and Human Services and Agency for Healthcare Research 

and Quality, Medical Expenditure Panel Survey, 2002.

Most Health Care is Used as We Get Older



scription drugs, diagnostic tests, medical sup-
plies and medical equipment.  Some of these
services are very expensive, but we also use
many low-priced services and drugs.   Our health
care system also supports medical research.
How well our health care system meets our
needs for care and the costs associated with
delivery of this care are subjects of much debate. 

Most Americans have either private or public
insurance that covers—that is, pays for—some
or all of their health care needs. People with
higher incomes are more likely to have compre-
hensive health insurance coverage. But more
than 1 in 7 Americans—almost 46 million—do
not have any health insurance.  Most are mem-
bers of working families. Many can’t afford to
buy health insurance.  Some uninsured people
can afford to buy health insurance, but choose
not to do so. 

Any change we make that affects costs, access
to care, or quality may affect this system in ways
that are difficult to predict. 

Cost is what is paid for health care and related
expenditures. We ALL pay one way or the other,
in employer contributions, in health insurance
premiums, in taxes, or directly out of pocket.

In 2004, America spent $1.9 trillion on health
care.  The total amount spent on our health care

system, including money spent on research,
education and facilities, was about $6,300 for
each person in America.  In ten years this
amount is expected to rise to $11,000 per per-
son, based on projections made in 2005.  In
1960 we spent about a nickel out of every dol-
lar we earned on health care in the United
States. Since then, that percentage has tripled.  

Today, Medicare and Medicaid spending account
for almost 20 cents out of every dollar that the
federal government spends. If trends of the last
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National Health Care Expenditures to
Double Over the Next Decade

Premiums are Growing Rapidly: More Than 4 Times as Fast as Wages

Average Amount that individuals Pay Each Month for Health Insurance Premiums

1988 2005

Source: Health Research and Educational Trust. Employer Health Benefits 2005 Annual Survey.

Source: Health Research for Medicare and Medical Services,
Office of the Actuary
*Based on 2005 projections



20 years continue, Medicare and Medicaid
spending will account for 36 cents out of every
dollar the federal government spends by 2040.

Many factors contribute to higher health costs
in the United States, including how we use
technology and the prices of the health care
services we use.  Inefficiency also con-
tributes to higher costs.  We pay for health
care in a very complicated way. Complex
billing and paperwork result in high adminis-
trative costs in the United States and can be
frustrating for patients, doctors, hospitals,
and insurance companies. 

Higher health care costs mean insurers have
to charge higher premiums. This makes
employers less able and less likely to offer
adequate coverage that employees can
afford.  As a result, fewer businesses are
offering health insurance to their employees.
The percentage of companies doing so has
dropped from 69 percent in 2000 to 60 per-
cent in 2005.  

Quality refers to the kind of care you get – the
right care in the right place at the right time,
safe care, respectful of your wishes – in a way
that’s right for you and your family.
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The quality of the health services we are getting often falls short of the mark.
Problems with the health services we use can consist of either too little or too much care. 

Adults Receive Only Some of the Recommended Care

Medical errors are a very serious form of
poor quality.   An estimated 44,000 to
98,000 Americans die every year as a
result of medical errors. This is more than
the number of people who die from car acci-
dents, or breast cancer, or AIDS.  Serious
medical errors can result in very long hospi-
tal stays and tens of thousands of dollars
in added costs.

Some medical services are used much more
frequently in some areas of the United
States compared to other regions of the
country.  This disparity may be due to the
overuse of some types of care.  A recent poll 

found that half of all adults are somewhat or
very concerned about being overtreated
when they are sick or need medical care.

Despite spending more per person on
health care than other developed coun-
tries, improvements in our health status
as a nation are not consistently better
and are sometimes worse.  For example,
the United States has seen an increase in
the death rate from asthma in recent
years, while death rates for asthma have
declined or stayed the same in Canada,
the United Kingdom, Australia, and New
Zealand.



Access involves whether care is available,
affordable, accessible, and appropriate.  Health
care coverage, whether it’s private insurance –
or a public program like Medicare or Medicaid –
helps make the care we need more affordable,
but does not always guarantee that we will have
access to the appropriate care at the right time
and the right place.

Health insurance is a major factor in access to
care in America.  The most important source of
health insurance is employer-sponsored “group”
coverage.  Sixty-three percent of Americans
under age 65 have health insurance through
their workplace; some have coverage through

other private insurance or public programs;
close to 17 percent have no health insurance
coverage at all.  

But, coverage provided through employment is
getting less common and more costly.

• In 2004, just about all large companies
offered their employees health insurance. But
only half of the smallest companies (with
fewer than 10 employees) did.

• Premiums faced by employers that do offer
coverage are rising. Many employers are ask-
ing their employees to pay more of the premi-
um out of pocket.  
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Access to health care depends on where
we live and who we are.  

• Some areas of the United States do not
have enough health care providers to
serve everyone’s needs.  The availabili-
ty of services varies from region to
region, state to state, and from one
community to another.  There are spe-
cial challenges in rural areas.  

• More than 15% of Americans report not
having a regular place to go when they
need health care.

• There are pervasive differences in access
to care across racial, ethnic and econom-
ic lines.  Hispanics, African Americans,
American Indians, and Asian Americans
all are more likely than non-Hispanic
whites to have problems accessing care.
People with very low incomes have less
access to care than other Americans.

• About half of uninsured adults with
chronic health conditions go without rec-
ommended health care or medicines
because of cost.

• Even when care is available, people can
have problems getting through the
health care system.

Those without coverage often don’t get the
care they need.  

• Uninsured Americans are nearly eight
times more likely than people with pri-
vate insurance to skip health care
because they can’t afford it. 

• Delaying needed care can lead to more
serious illnesses that need to be treat-
ed in an emergency room or the hospi-
tal. This can sometimes cost more than
the cost of treating the original problem.

Source: Centers for Disease Control and Preventiion, 
National Center for Health Statstics, 2005.

*People under age 65 in 2003.

Costs Pose Barriers to
Care for the Uninsured



Because of the link between employment and
coverage, sometimes when Americans need
coverage the most, they don’t have it. Often a
severe illness may force workers out of work,
losing coverage and the income that allows
them to afford care at the same time.

The way that costs, quality and access affect
each other makes the choices we face about
improving our health care system tough.

There are trade-offs to weigh in every decision
we make.  

States, communities, and large health care
systems are attempting to deal with the inter-
related health system issues of cost, quality,
and access.  In hearings around the country,
we heard about both private and public sector
programs.  

Some programs we learned about are focused
on controlling health care costs and improving
the cost effectiveness and quality of health care.
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Most Uninsured People Have
Incomes Above the Poverty Line

Almost 46 million Americans have no
health insurance.

• Most of those without coverage are
workers and their families, and most
have incomes above the poverty
line. Even so, many people can’t
afford to buy the health insurance
made available to them. 

• There are some people, particularly
young adults, without insurance who
in principle could afford to buy it, but
who choose not to do so.

• Millions more have insurance that
provides only limited coverage,
which leaves them at risk for high
medical costs.

Most Uninsured People Are In
Households with at Least One

Person Who Works

2002

Note: Numbers may not add up to 100% due to rounding. 
Source: Economic Research Initiative on the Uninsured,
2005.

2002

Note: Numbers may not add up to 100% due to rounding. 
Source: Economic Research Initiative on the Uninsured,
2005.

Federal poverty guidelines are issued
annually by the U.S. Department of
Health and Human Services and are
used to determine financial eligibility for
certain programs, such as Head Start,
Food Stamps, and the National School
Lunch Program.  They also enter into
determining eligibility for Medicaid.
Poverty guidelines vary by family size
and are frequently expressed in multi-
ples of the federal poverty line.  In
2002, as cited in the above chart, this
was $18,100 for a four person family;
in 2006, the comparable figure is
$20,000.



Examples:

• Communities are trying to improve access
to care in doctors’ offices or clinics or
expanding health insurance coverage to a
greater number of people.  

• Some payers are focusing on improving effi-
ciency by offering rewards to providers for
delivering appropriate, cost-efficient, and
high-quality services.  

• Electronic health information systems are
being used to help prevent medical errors
and identify appropriate care.  

• Some programs are intended to more effec-
tively deal with managing chronic illnesses.

• Some programs focus on the special needs
of people at the end of life.

• A growing number of employers as well as
private and public organizations are spon-
soring programs designed to prevent illness
and help people adopt healthier life styles.

• On page 13 of this guide we identify addi-
tional strategies that focus in particular on
rising health care costs.

Many of these are new, so we don’t know yet
whether they will be effective.  Some were

designed to work in particular places, so we
don’t know whether the programs would fit, or
work successfully, in other locations or set-
tings.  Nevertheless, they represent impor-
tant examples of the types of initiatives we
must learn from to arrive at measures to
improve the larger health care system.

Over time, more efficient ways of operating
health care organizations, as well as general
improvements in our health, could ease some
of the upward cost pressure on our health
care system, but our review of the evidence
reinforces our conclusion that we need to
address the entire health care system, not
just specific problems in cost, quality, or
access, no matter how urgent they may seem
from our different perspectives.  No single ini-
tiative that we have reviewed can provide all
the answers to our health care system’s prob-
lems.  That’s why we want to engage you in
this discussion. 

The mission of the Citizens’ Health Care
Working Group is to listen to you and to use
what we hear to develop proposals that will
help achieve “Health Care that Works for All
Americans.”  We need your ideas about where
we go from here.

Let’s begin the discussion! 
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Before we begin discussing ways to
improve our health care system, we want
to hear from you about the core values we
should use to decide the shape of health
care in the future. 

As a starting point, we want to know what
guiding principles or values you believe
should be at the core of our health care
system. What does health care that works
for all Americans mean to you?

AMERICAN VALUES



In the United States, health insurance often cov-
ers both predictable and unpredictable kinds of
health care. Some health problems—for exam-
ple, injuries from car accidents or having a pre-
mature baby—do not occur very often but can
cost hundreds of thousands of dollars when
they do.  Just like homeowners’ insurance,
when a lot of people buy health insurance, the
costs for these rare, expensive events are
spread out over the large group of people who
bought policies.  This reduces the cost to the
unlucky few who actually need the help in a
given year. In this way, health insurance is a
transfer of money from those who don’t get sick
or injured this year to those who do.

But a lot of our health care needs are routine
and predictable, like annual physical exams,
or medicines to treat chronic diseases. When
people know they will need certain services,
they may think of insurance as a prepayment,
like a service contract.  But if people decide
to buy health insurance only when they know
they are likely to need it, policies can become
expensive because everyone who is insured
is using a lot of health care.  At the same
time, when healthy people choose not to buy
health insurance they are not protected
against large unpredictable expenses.  

Currently in the United States, what mostly
determines whether you have health insurance
is whether you fall into one of several cate-
gories of people that are covered.  These cat-
egories include, for example, employees of
organizations that offer health insurance, peo-
ple aged 65 or over and others eligible for
Medicare, and people who qualify for the
Medicaid program in the state in which they
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Key Facts on Benefits & Services

• Our need for health services and the
need for insurance to cover care vary a
lot and change over the course of a
lifetime, increasing with age.

• In 2004 almost half of all people in the
United States had a chronic condition.
Managing these illnesses can be
expensive.  Health care for people with
chronic diseases accounts for 75% of
our total health care costs.

• Generally, insurance coverage is based
on being in a particular group (for
example, employees, people who are
elderly or cannot work because of dis-
ability, or people with very low
incomes). Most people under age 65
receive insurance benefits from their
employers.  Others purchase insur-
ance, although this may be expensive.
Medicare is the national program for
people age 65 or older and some
younger people with disabilities.
Medicaid provides assistance to peo-
ple who meet criteria based on
income, assets, and, in most states
high medical expenses.

• Although most people have health
insurance that pays part of the cost of
getting healthcare, more than 1 in 7
Americans—almost 46 million—do not
have any health insurance benefits.

BENEFITS AND SERVICES
The first thing Congress asked us to explore is:

What health care benefits and services should be provided?



live. If you do not fall into one of these or other
categories of covered persons, you will have to
purchase health insurance yourself, some-
thing that many find difficult to afford, if it is
available at all.  It could be possible to
redesign the health care system so that every
individual is covered.  However, since person-
al, employer, and government resources are
limited, decisions would need to be made
about what services would and would not be
covered and how much consumers would have
to pay out of pocket for covered services.

There are hundreds of insurance benefit
plans, with a wide variety of benefits. Some
plans are very comprehensive and cover a lot
of health care services; others are very limit-
ed.  One health plan that many people view as
“typical” now covers these types of benefits,
many of which are subject to copayments and
deductibles:

• Preventive Care—screenings, routine physi-
cals, influenza and pneumonia immuniza-
tions, well child care, limited dental care

• Physicians’ Care—inpatient services, out-
patient surgery, related tests, home and
office visits, medical emergency care

• Chiropractic Care

• Maternity Care

• Prescription Drugs

• Hospital/Facility Care—inpatient and outpa-
tient services

• Physical, Occupational, and Speech Therapy

• Mental Health and Substance Abuse—inpa-
tient and outpatient facility and profession-
al care

We want to talk about the kind of insurance
benefits you think are most important for you
and for all Americans to have.
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NOTES



Getting the health care that we want involves
two seemingly simple concepts:  getting the
care—access—and getting good care—
quality. Also, we like having the ability to
make choices about the care we get. 

Access  

An important part of access is being able to
find a health care provider and being able to
go to them when needed.  Not all parts of the
country have the same health care resources,
and racial and ethnic minorities and people
with lower incomes have more problems get-
ting health care.  Access also involves getting
to the right kind of providers, like primary care
professionals, specialists, dentists, and men-
tal health providers, and to the right kind of
care, such as home care and personal care.
Out-of-pocket costs can also cause problems
for some people.

For people facing a serious health problem or
a chronic condition, it can be hard to get care,
and the American health care system can be
complicated, hard to navigate and inefficient.

Quality

The amount of health care services
Americans use varies a lot across different
parts of the country, often without a corre-
sponding dif ference in health outcome.
Evidence shows that much of the care some
people receive is not always the “right” care.  

When it comes to getting the right care, there is
consistent evidence of a difference in the qual-
ity of care and health outcomes related to race,

ethnicity, and income.   Reasons for these dis-
parities are varied, reflecting differences in edu-
cation and insurance coverage as well as com-
munication problems and discrimination.
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Key Facts on Getting Health Care

• About half of Americans say they are
“extremely” or “very” satisfied with
the health care they have received in
the last two years.

• More than 15% of Americans report
not having a regular place to go
when they need health care.

• There are differences in access to
care across racial, ethnic, and eco-
nomic lines:

• Hispanics had worse access
than non-Hispanic whites in
almost 90% of access measures.

• African-Americans had worse
access in 50% of access meas-
ures.

• Asians had worse access in over
40% of the measures used.

• People below the poverty line
had worse access to care in all
the measures used. 

• Not everyone who should receive
certain services does. On average,
adults get only 55% of the recom-
mended care for many common con-
ditions.

GETTING HEALTH CARE
The next question Congress asked us to probe is:

How does the American public want health care delivered?



African Americans, Asian Americans, American
Indians, Alaskan Natives, and Hispanic
Americans routinely receive lower quality of care
than white, non-Hispanic Americans.   People in
households with incomes below the poverty
level receive lower quality of care than people
with higher incomes.

Choice

Choice includes the ability to choose your
health insurance coverage, a primary care
doctor, a specialist, or a hospital. It also
involves making choices about the types of
tests and treatments that we get.  

Some Americans can choose among several
health plans and, often, can select their own
doctors or hospital.  Getting and understand-

ing the information needed to make these
choices can be difficult because of the com-
plexity of the information, the challenges of
communicating it in an easy-to-understand
way, and the difficult circumstances under
which many of these choices need to be
made.  Efforts are underway to address these
problems.    

We want to hear from you about what is impor-
tant to you when you look for care, how
involved you want to be in making decisions
about your care and the information you use or
would like to use in making choices about care.

We would like to hear about what you have
learned from your experiences with health
care and what they have told you about where
improvements can be made.
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We all pay for our growing health care bill
through insurance premiums, taxes (income,
payroll, property, or sales), foregone wage
increases, or increased prices for goods or
services.

Health care bills are paid through:

a. Private insurance. This is most often
sponsored by employers.  Both employ-
ers and employees get tax breaks for a
portion of the cost of insurance.     

b. Public programs like Medicare and
Medicaid. This is the second largest
source of coverage.  Medicare is funded
mainly through payroll taxes, federal gen-
eral revenues and beneficiary premiums;
Medicaid is funded through federal and
state taxes.    

c. Individuals and families. Most people
pay a portion of their insurance premium
plus other out-of-pocket expenses, like
deductibles and co-payments. 

It is sometimes difficult to sort out private
spending and public spending for health care.
For example, both public programs and private
insurance end up paying the costs for the unin-
sured who cannot pay for their health care.
Employer health coverage is subsidized through
the federal tax system because workers do not
have to pay taxes on compensation received as
employer-provided health care benefits, and
premiums paid by employers that are part of an
employee’s compensation are exempt from pay-
roll taxes as well as income taxes.  But, no mat-
ter who pays the bill, the bills are going up for
all of us—families, employers, states, and the
federal government.
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Key Facts on Financing

• In 2004, America’s total cost for
health care was $1.9 trillion. That’s
about $6,300 for each person in
America. In ten years this amount is
expected to rise to $11,000 per per-
son.

• In 1960 we spent 5¢ out of every
dollar we earned on health care.
Today we spend about 15¢. 

• If current trends continue, by 2040,
we will spend 36¢ out of every
Federal dollar on Medicare and
Medicaid.

• While most large firms offer health
insurance to their employees, the
percent of firms of all sizes offering
health benefits to their employees
fell from 69% in 2000, to 60% in
2005.

• Federal tax policy encourages busi-
nesses to offer health coverage to
their employees. Employers and
employees both receive tax benefits
related to employer-provided health
insurance. The way these policies
work is estimated to have cost the
government $145 billion in tax rev-
enue in 2004.

FINANCING
The next question Congress asked us to address is:

How should health care coverage be financed?



There are a number of efforts to reduce rising
health care costs.  Some of these may also
improve health care quality.

• Both private and public programs have tried
to place limits on the prices they pay to
providers.

• Some programs such as Medicaid have
also sought to limit who qualifies for bene-
fits to reduce public spending.

• Some private health insurers and some public
programs provide financial incentives to doc-
tors who provide efficient, high quality care. 

• Others limit coverage for high-cost technolo-
gies that haven’t been proven to be safe, or
limit the types of care they will cover.  

• Some employers provide incentives to
employees for healthy behaviors, or infor-

mation on the cost of care and the quality
of available care.  

• Some hospitals, doctors and health sys-
tems are developing health information sys-
tems that improve their ability to diagnose,
treat and monitor care.

• Individuals may also play a role in holding
costs down by adopting healthy behaviors—
like exercise and good nutrition, and
becoming more active in their own health
care decisions.      

We want to know what you think of the cost of
health care and the way we pay for health
care now.  We will talk about whether we have
the ability as a country to allow health care
costs to grow at the current rate. We want
your ideas on how we can work together to
pay for the system we want.
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Woven through our discussion today are the
interrelated issues of cost, quality, and
access.  As a nation, we face hard choices as
we try to slow the growth of health care costs,
improve quality, and expand access to care.
We need to know what changes you are willing
to make as individuals and as a country to
ensure that health care works for everyone. 

First, we want to hear your priorities for invest-
ing in health care in America.  Remember that
if public spending on health care is increased,
this may limit how much can be invested in
other national needs such as education or
defense.    

Here are some ideas to consider:

• Has our health care system struck the right
balance between prevention and treatment?

• Given that we have to set priorities, are we
spending too much, about the right amount,
or not enough on things like:

• Guaranteeing that there are enough
health care providers, especially in
areas such as inner cities and rural
areas

• Investing in public health programs to
prevent disease, promote healthy
lifestyles, and protect the public in the
event of epidemics or disasters

• Guaranteeing that all Americans have
health insurance

• Funding the development of computer-
ized health information to improve the
quality and efficiency of health care

• Funding programs that help eliminate
problems in access to or quality of care
for minorities

• Funding biomedical and technological
research that can lead to advancements in
the treatment and prevention of disease

• Guaranteeing that all Americans get
health care when they need it, through
public “safety net” programs (if they can
not afford it)

• Preserving Medicare and Medicaid

• If you believe it is important to ensure
access to affordable, high quality health
care coverage and services for all
Americans, what do you think we should
do?  For example, should we:

• Offer uninsured Americans income tax
deductions, credits, or other financial
assistance to help them purchase private
health insurance on their own?

• Expand state government programs for
low-income people, such as Medicaid and
the State Children’s Health Insurance
Program (SCHIP), to provide coverage for
more people without health insurance?

• Rely on free market competition among
doctors, hospitals, other health care
providers, and insurance companies
rather than having government define
benefits and set prices?

• Open up enrollment in national federal
programs like Medicare or the federal
employees’ health benefit program?
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TRADEOFFS AND OPTIONS
The final question Congress asked us to pursue is:

What tradeoffs are the American public willing to make in either benefits or financing to
ensure access to affordable, high quality health care coverage and services?



• Expand current tax incentives for
employers and their employees to
encourage employers to offer insurance
to more workers and families?

• Require businesses to offer health
insurance to their employees?

• Expand neighborhood health clinics?

• Create a national health insurance pro-
gram, financed by taxpayers, in which all
Americans would get their insurance?

• Require that all Americans enroll in
basic health care coverage, either public
or private?

• Increase flexibility afforded states in how
they use federal funds for state pro-
grams—such as Medicaid and SCHIP—
to maximize coverage?

What are you willing to do to help make health
care work for all Americans?   Some believe
that fixing the health care system will require

tradeoffs from everyone – e.g. hospitals,
employers, insurers, consumers, government
agencies. What could be done – and by
whom?  By “tradeoff” we mean reducing or
eliminating something to get more of some-
thing else. Examples of tradeoffs that individ-
uals might make include:

• Paying more so that others could get insur-
ance.

• Limiting insurance coverage to only high
medical bills, while paying directly out of
pocket for more services.

• Using generic prescriptions to keep costs
down.

• Waiting longer for medical care that is not
urgent.

• Foregoing wage increases in order to keep
or get health insurance benefits.  

We’re looking for your guidance on what you
think it will take for us as a country to reach
this goal.
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WHAT HAPPENS NEXT?
Thank you for taking part in this meeting. 
We will carefully consider what you told us.

Once we have heard from you and others, we
will develop recommendations on ways to
improve our health care system.  We will ask for
public comments on these draft recommenda-
tions during the summer of 2006.  In
September of 2006, we plan to submit final rec-
ommendations to the President and Congress.

You have a continuing role in this process. We
can’t visit every community, but we want to
hear from as many people across the country
as possible.  There are a variety of ways you
can help us.

What you can do to stay involved.

Urge your friends, family members, colleagues,
and neighbors to get involved. Show them our
website: www.citizenshealthcare.gov.

Encourage them to answer the questions on
our website or to participate in a meeting in
their part of the country.  

Host a meeting in your home, business, organ-
ization, or community and report your conclu-
sions to us. We have toolkits to help on our
website.

Later this year, read our recommendations
and give us your feedback on them.  Talk to
your congressional representatives about
your ideas. Together we can make health care
work for all Americans.
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